Venous thromboembolism, a collective term for deep venous thrombosis and pulmonary embolism, affects between 7 000 and 10 000 Norwegians every year. No apparent risk factor is found in 30 -50 % of the cases, and the condition is called idiopathic. Cancer is a wellestablished risk factor for venous thromboembolism. Studies have also shown that in approximately 10 % of cases idiopathic venous thromboembolism is accompanied by newly-diagnosed cancer the following year (1) . The venous thromboembolism is therefore considered a sign of underlying occult cancer. Systematic malignancy screening of these patients seems to be a rational strategy since it may result in the detection of cancer at an early stage and may make curative treatment possible, thus improving the prognosis. It has been debated for many years whether patients with idiopathic venous thromboembolism should undergo systematic malignancy screening.
International guidelines recommend that patients with idiopathic venous thromboembolism should undergo limited screening for malignancy, while more extensive screening is reserved for patients with abnormal findings in the limited screening (2 -4) . In this edition of the Journal of the Norwegian Medical Association, Semb and Tveit have published a retrospective study from Baerum hospital on cancer detection following limited malignancy screening of patients with idiopathic venous thromboembolism (5). The limited screening consisted of patient-reported history focusing on possible malignancy symptoms, and targeted clinical, laboratory and imaging diagnostic tests. Limited screening of 499 patients with idiopathic venous thromboembolism resulted in 98 (20 %) positive findings without cancer being detected, and cancer was detected in 44 (9 %) patients in the course of one year after the thromboembolism. Three patients with negative findings from the initial limited screening were subsequently diagnosed with cancer.
The biggest challenge, however, is whether patients with idiopathic venous thromboembolism should undergo limited or extensive systematic malignancy screening. Extensive screening also includes a CT thorax and abdomen, a mammogram and possibly an endoscopy. In principle, one would expect an approach of this type to diagnose cancer at an earlier stage and thus improve patients' prognoses. Even though a number of studies have revealed that in some patients who have been diagnosed with occult cancer the disease is still at an early stage (6), it is not clear whether early detection resulting from extensive screening is significant for the prognosis of the patients (1, 7, 8 ).
Only one randomised study has compared limited and extensive malignancy screening of patients with idiopathic thromboembolism. Those who underwent extensive screening had cancer diagnosed earlier, but after two years' follow-up the prognosis was the same (7). However, it is difficult to interpret the findings since the study was discontinued after only 201 of a total of 1 000 planned patients had been included (because those who were randomised to undergo limited screening were in practice given more extensive screening than was indicated by the protocol). A prospective controlled multi-centre study that included 630 patients from ten university clinics in the Netherlands revealed just as many cancer cases and cancer-related deaths among those who had undergone limited screening as among those who had undergone extensive screening (8) . New strategies for malignancy screening with FDG-PET/CT are currently being tested, but the first study that has used this strategy has not demonstrated an improved ability to detect cancer or to reduce costs (9) .
Credit goes to the medical community at Baerum hospital: they had established limited malignancy screening for patients with idiopathic venous thromboembolism even earlier than 2003. Their data also shed light on one particular challenge of systematic screeningnamely the identification of false positive findings with accompanying mental burden (fear of serious illness) and physical burden (diagnostic procedures with health risks in the form of radiation in connection with radiological procedures and puncture/biopsy). In the Baerum study there were twice as many patients with false positive findings (n = 98) as with true positive.
Thus there is no documentation to show that systematic malignancy screening is better than a Calvinistic approach with patient-reported history and physical examination focusing on signs and symptoms of possible malignancy and standard blood tests. Supplementary examinations are only indicated in the event of positive findings or clinical suspicion of occult malignancy. An extremely simple screening strategy also saves resources for both the health service and the individual patient. Most patients with venous thromboembolism are diagnosed and start treatment at outpatient consultations. If this very simple screening raises any suspicion of occult malignancy, consultation with the primary doctor must therefore determine whether the patient should be hospitalised for further evaluation or monitored as an outpatient or in the primary health service.
